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SUM^LARY:  This  Notice  sets  forth,  pur¬ 
suant  to  section  1501  of  the  Public  Health 
Service  Act,  proposed  National  Guide¬ 
lines  for  Health  Planning  with  respect  to 
the  following  types  of  health  services  and 
facilities: 

General  hospital  beds. 

Obstetrical  Inpatient  services. 

Pediatric  Inpatient  services. 

Neonatal  Intensive  care  units, 

Open  heart  surgery  units. 

Cardiac  catheterization  units. 

Radiation  therapy. 

Computed  tomographic  scanners. 

End-stage  renal  disease. 

The  Notice  invites  all  interested  par¬ 
ties  to  submit  written  comments  and 
recommendations  concerning  the  pro¬ 
posed  National  Guidelines  for  Health 
Planning.  After  consideration  of  the  ma¬ 
terial  received  in  response  to  this  Notice, 
the  Secretary  of  Health,  Educatiim,  and 
Welfare  will  by  regulation  issue  final 
Guidelines  on  the  specified  health  serv¬ 
ices  and  facilities. 

DATE:  Comments  must  be  received  by 
November  22, 1977. 

ADDRESS:  Written  comments  and  rec¬ 
ommendations  should  be  submitted, 
preferably  in  duplicate,  to:  Office  of 
Planning.  Evaluation,  and  Legislation, 
Health  Resources  Administration,  Cen¬ 
ter  Bldg.,  Room  10-22,  3700  East-West 
Highway,  Hyattsville,  Maryland  20782. 
All  materials  received  in  response  to  this 
Notice  and  background  material  which 
has  contributed  to  the  development  of 
the  proposed  National  Guidelines  will  be 
available  for  public  inspection  and  copy¬ 
ing  at  the  above  location  during  regular 
business  hours. 

FOR  FURTHER  INFORMATION  CON¬ 
TACT: 

Daniel  I.  Zwick,  Associate  Administra¬ 
tor  for  Planning,  Evaluation,  and 
Legislation.  Health  Resources  Admin¬ 
istration,  Center  Bldg.,  Room  10-22, 
3700  East-West  Highway,  Hyattsville, 
Maryland  20782  (301-436-7270). 

SUPPLEMENTARY  INFORMATION: 
Section  1501  of  the  Public  Health  Service 
Act,  as  amended  by  the  National  Health 
Planning  and  Resources  Development 
Act  of  1974  (Pub.  L.  93-641) ,  requires  the 
Secretary  of  Health,  Education,  and 
Welfare  to  issue,  by  regulation,  guide¬ 
lines  concerning  national  health  plan¬ 
ning  policy.  The  guidelines  are  to  in¬ 
clude; 

(1)  Standards  respecting  the  appro¬ 
priate  supply,  distribution,  and  organi¬ 
sation  of  health  resources,  and 


(2)  A  statement  of  national  health 
planning  goals  devel(^>ed  after  consid¬ 
eration  of  the  priorities  set  forth  in  sec¬ 
tion  1502,  which  goals,  to  the  maximum 
extent  practicable,  shall  be  expressed  in 
quantitative  terms. 

The  purposes  of  the  National  Guide¬ 
lines  for  Health  Planning  are  to  help 
clarify  and  coordinate  national  health 
policy  and  to  assist  Health  Systems 
Agencies  (HSAs)  established  pursuant  to 
section  1512  of  the  Public  Health  Service 
Act  in  developing  required  Health  Sys¬ 
tems  Plans. 

In  section  2  of  Pub.  L.  93-641  (42 
U.S.C  300k:  88  Stat.  2226),  entitled 
“Findings  and  Purpose”,  Congress  stated 
that  achievement  of  “equal  access  to 
quality  health  care  at  a  reasonable  cost 
is  a  priority  of  the  Federal  Government” 
(section  2'axl)).  The  Congressional 
findings  also  noted  that  increases  in  the 
cost  of  health  care,  particularly  of  hos¬ 
pital  stays,  have  been  uncontrollable  and 
infiationary  (section  2(a)(4)),  and  that 
public  and  private  sector  responses  have 
not  resulted  in  the  restraint  of  costs 
(section  2(a)  (3>).  However,  in  addition 
to  a  concern  over  problems  of  cost.  Pub. 
L.  93-641  also  emphasized  concern  w’ith 
access  to  services  and  quality  of  care. 
Set  forth  for  priority  consideration  in 
the  formulation  of  national  health  plan¬ 
ning  goals  are,  among  other  things,  the 
provision  of  primary  care  services  for 
medic£dly,^underserved  populations,  espe¬ 
cially  those  which  are  located  in  rural  or 
economically  depressed  areas,  and  the 
promotion  of  activities  to  achieve  needed 
improvements  in  the  quality  of  health 
services  (see  section  1502  of  the  Public 
Health  Service  Act  as  amended  by  Pub. 
L.  93-641). 

The  National  Guidelines  for  Health 
Planning,  as  their  development  proceeds, 
will  encompiass  concerns  of  accessibility 
to  services,  quality  of  care,  and  the  con¬ 
tainment  of  costs.  However,  consistent 
with  new  Departmental  initiatives  at¬ 
taching  priority  to  the  role  and  increased 
responsibilities  of  planning  agencies  in 
addressing  the  reduction  of  the  rapid 
rate  of  infiation  of  health  care  costs,  the 
focus  of  this  initial  issuance  of  the  Na¬ 
tional  Guidelines  for  Health  Planning  is 
on  short-term  opportunities  for  cost  con¬ 
tainment  and  quality  enhancement  in 
the  institutional  sector.  There  is  docu¬ 
mented  evidence,  for  example,  that  the 
nation  has  an  excessive  supply  of  hospi¬ 
tal  beds,  even  recognizing  that  some 
areas  have  too  few.  The  preponderance 
of  health  care  services  provided  in  acute 
care  institutions,  w'hich  have  experienced 
the  highest  rate  of  infiation,  has  led  to 
the  belief  that  the  principal  cost  savings 
are  achievable  in  this  area. 

It  has  been  demonstrated  that  cost 
savings  can  be  achieved  without  sacrific¬ 
ing  the  quality  of  or  access  to  care  for 
underserved  areas  or  population  groups 
through  more  efficient  utilization  of 
existing  resources.  For  example,  it  is 
clear  that  conversion  of  excess  acute  care 
hospital  beds  to  more  appropriate  uses, 
or  the  closure  of  excess  capacity,  can 
conserve  resources  and  thus  provide  an 
opportunity  for  opening  access  to  the 


underserved  and  for  improvements  in 
the  quality  of  care.  Moreover,  limitations 
of  certain  excess  resources,  such  as  the 
duplication  of  open-heart  units,  can  lead 
to  Improvements  in  the  quality  of  care, 
while  at  the  same  time  containing  costs. 

The  Initial  Issuance  of  the  National 
Guidelines  focuses  on  certain  Instltu- 
ticmal  resources,  the  excess  supplies  of 
which  need  to  be  contained  if  the  rapid 
escalation  of  health  care  costs  is  to  be 
moderated.  These  Guidelines  seek  to  as¬ 
sist  HSAs  and  other  agencies  in  the  iden¬ 
tification  of  excess  resources,  a  critical 
first  step  in  encouraging  more  appro¬ 
priate  resource  development  and  alloca¬ 
tion  of  new  resources.  Further  iterations 
will  address  problems  of  access  and  the 
more  equitable  distribution  of  health  re¬ 
sources  and  the  quality  of  care,  as  well  as 
more  long-range  solutions  to  the  infia¬ 
tion  of  health  care  costs.  Although  the 
initial  issuance  of  the  Guidelines  focuses 
an  acute  care,  these  services  and  facil¬ 
ities  should  be  viewed  in  terms  of  the  full 
range  of  health  care  services,  including 
those  of  ambulatory  and  long-term  care. 

As  they  are  fully  developed,  the  Guide¬ 
lines  will  contain  a  statement  of  national 
health  planning  goals  as  well  as  resource 
standarxis.  However,  the  initial  Issuance 
is  limited  to  statements  of  resource 
standards  with  respect  to  specific  cate¬ 
gories  of  health  services  and  facilities. 
Future  iterations  will  encompass  goals  as 
well  as  resource  standards. 

Section  1513(b)(2)  of  the  Public 
Health  Service  Act  requires  Health  Sys¬ 
tems  Agencies,  in  the  development  of 
their  Health  Systems  Plans,  to  give  “ap¬ 
propriate  consideration”  to  the  recom¬ 
mended  National  Guidelines  issued  by 
the  Secretary  pursuant  to  section  1501. 
Health  Systems  Plans  are  also  to  "take 
into  account”  and  “be  consistent  with” 
the  Guidelines  respecting  the  appro¬ 
priate  supply,  distribution,  and  organiza¬ 
tion  of  health  resources  (section  1501(b) 
(D). 

The  National  Guidelines  are  to  be  con¬ 
sidered  by  Health  Systems  Agencies  as 
they  assess  the  current  conditions  of  the 
health  care  systems  in  their  areas.  Upon 
reviewing  the  relationship  between  cur¬ 
rent  conditions  and  the  Guidelines, 
agencies  are  expected  to  establish  goals 
and  set  forth  plans  that  are  consistent 
with  SM:hleving  the  quantitative  levels 
contained  in  the  standards. 

It  should  be  noted  that  Health  Sys¬ 
tems  Plans  will  be  considered  “consistent 
with”  the  Gpldelines  only  where  they  es¬ 
tablish  goals  and  set  forth  plans  not  in 
excess  of  the  level  set  forth  in  the  Guide¬ 
lines  where  that  level  is  stated  as  a  maxi¬ 
mum.  or  not  less  than  the  level  set  forth 
in  the  Guidelines  w’here  that  level  is 
stated  as  a  minimum,  except  where  spe¬ 
cific  exceptions  are  provided  in  the 
Guidelines. 

It  Is  recognized  that  Health  Systems 
Agencies  are  currently  in  the  process  of 
developing  and  establishing  Health  Sys¬ 
tems  Plans.  The  Secretary  does  not  ex¬ 
pect,  and  will  not  require  as  a  condition 
of  full  designation  of  HSAs,  consistency 
of  Health  Systems  Plans  with  the  Na¬ 
tional  Guidelines  until  one  year  after  the 
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date  of  publication  of  final  regulations 
on  the  National  Guidelines.  All  plans  es¬ 
tablished  by  HSAs  thereafter  will  be  re¬ 
quired  to  be  consistent  with  the  National 
Guidelines  and  will  be  reviewed  by  the 
Secretary  on  that  basis.  It  Is  intended 
that  Health  Systems  Plans  establish 
goals  and  set  forth  plans  designed  to 
achieve  the  quantitative  levels  specified 
within  five  years.  If  an  HSA  area  is  able 
to  achieve  target  levels  in  less  than  five 
years,  it  is  urged  to  do  so.  HSAs  are  also 
urged  to  consider  the  Guidelines  to  the 
maximum  extent  possible  in  current 
planning  efforts. 

In  view  of  the  vast  differences  which 
exist  among  areas  of  the  nation,  local 
circumstances  may  render  certain  of  the 
national  standards  Inappropriate.  Thus, 
the  Guidelines  provide  for  exceptions  to 
the  standards.  Where  a  Health  Systems 
Agency  concludes  that  one  or  more  of 
the  standards  should  not  apply  to  its 
aresu  it  should  set  forth  in  its  Health 
Systems  Plan  the  basis  for  that  conclu¬ 
sion.  Such  exceptions  set  forth  in  the 
HSP  will  be  reviewed  by  the  Departmait 
as  part  of  the  review  of  the  performance 
of  the  plan  development  function  by 
Health  Systems  Agencies. 

The  standards  set  forth  below  are  in¬ 
tended  to  provide  a  basis  for  the  identi¬ 
fication  of  the  inefficient  use  of  scarce 
resources  within  the  health  sector.  Many 
areas  of  the  country  have  already  ac¬ 
hieved  conditions  more  favorable  than 
those  specified  in  the  National  Guide¬ 
lines.  In  those  circumstances,  it  is  not 
intended  that  HSAs  plan  for  a  level  of 
resources  in  excess  of  that  needed  to 
adequately  serve  the  needs  of  the  com¬ 
munity.  Nor  is  it  intended  that  HSAs  re¬ 
frain  from  planning  with  respect  to 
health  services  and  facilities  which  are 
not  addressed  in  the  Guidelines. 

It  should  be  noted  that  each  State’s 
Health  Plan  developed  under  Title  XV 
of  the  Public  Health  Service  Act  must 
be  made  up  of  the  Health  Systems  Plans 
for  areas  within  Uie  State,  which  in  turn 
must  take  into  account  and  be  consistent 
with  the  National  Guidelines  Health 
Systems  Plan  also  provide  one  of  the 
bases  for  the  development  of  the  State 
Medical  Facilities  Plan  required  imder 
Section  1603.  Thus,  it  is  expected  that 
the  National  Guidelines  will  be  reflected 
in  the  development  of  State  Health 
Plans  and  State  Medical  Facilities  Plans. 

In  addition,  regulations  issued  con- 
ceming  the  certificate  of  need  function 
(42  cm  Chapters  122  and  123)  cite  con¬ 
sistency  with  the  Health  Systems  Plan 
for  an  area  as  one  criterion  for  review  of 
new  Institutional  health  service  proj¬ 
ects.  liius,  it  is  anticipated  that  the  Na¬ 
tional  Guidelines  will  also  be  addressed 
in  the  criteria  adopted  by  HSAs  and 
SHPDAs  governing  review  activities  im¬ 
der  certificate  of  need,  the  review  of  new 
institutional  health  services,  and  other 
mandated  reviews. 

The  state  of  the  art  of  establishing 
specific  quantitative  resource  standards 
is  still  in  its  infancy.  A  vast  range  of 
factors  are  to  be  considered  in  the  deter¬ 
mination  of  the  “appropriateness”  of  the 
supply,  distribution,  and  organization  of 


health  resources.  The  standards  set  forth 
below  will  require  periodic  review  and 
revision  as  knowledge  is  Increased  con¬ 
cerning  the  most  appropriate  configura¬ 
tion  of  resources  to  provide  services 
which  meet  the  health  needs  of  the 
population  with  a  minimum  of  duplica¬ 
tion.  The  Guidelines  will  thus  be  re¬ 
viewed  at  least  every  two  years  and  re¬ 
vised  as  necessary  based  upon  further 
analysis  and  experience  with  their  use. 

The  resource  standards  for  the  nine 
categories  of  services  and  facilities  in¬ 
cluded  herein  will  be  refined  based  upon 
the  comments  received  and  on  the  basis 
of  further  analysis.  Additional  work  will 
also  be  undertaken  to  publish,  for  com¬ 
ment  in  the  form  of  a  subsequent  Notice 
of  Propased  Rulemaking,  a  statement  of 
national  health  planning  goals  and  addi¬ 
tional  re.source  standards. 

Interested  parties  are  invited  to  sub¬ 
mit  written  comments  on  the  National 
Guidelines  for  Health  Planning  by  No¬ 
vember  22.  1977.  After  consideration  of 
the  materials  received  in  response  to 
this  Notice,  the  Secretary  will  make  ap- 
pr(H>riate  revisions  and  by  regulation  is¬ 
sue  final  Guidelines. 

The  proposed  Guidelines  set  forth  be¬ 
low  will  be  the  subject  of  discussion  In 
public  session  at  the  meeting  of  the  Na¬ 
tional  Council  on  Health  Planning  and 
Development  on  September  23,  1977,  at 
2:00  P.M..  in  the  Auditorium,  HEW 
South  Portal  Building.  200  Independence 
Avenue  SW.,  Washington,  D.C. 

It  is  therefore  proposed  to  issue  Na¬ 
tional  Guidelines  for  Health  Planning  as 
set  forth  below. 

Dated:  September  12, 1977. 

Julius  B.  Richmond. 

Assistant  Secretary  for  Health. 

Approved:  September  14, 1977. 

Hale  (Champion, 

Acting  Secretary. 

It  is  proposed  to  add  Part  121  to  Title 
42  of  the  Code  of  Federal  Regulations 
which,  when  codified,  will  consist  of  the 
following  material: 

I.  General  Hospitals — Bed-Population 
Ratio 

GUIDELINE 

There  should  be  less  than  four  non-Fed- 
eral,  short-term  hospital  beds  for  1000  per¬ 
sons  in  a  health  service  area;  except  under 
extraordinary  circumstances.  The  etandard 
for  the  bed-population  ratio  applies  to  all 
non-Federal  short-term  ho^ital  beds  (In¬ 
cluding  general  medical/sur^cal,  pediatric, 
obstetric,  and  other  short-term  specialized 
beds). 

Conditions  which  Justify  an  exception  to 
this  standard  for  a  health  service  area  are: 

1.  Age  correction:  Individuals  65  years  and 
older  have  a  higher  hospital  utUizatlon 
rate — up  to  four  times  that  of  the  general 
peculation — than  any  other  age  group.  Bed- 
population  ratios  for  health  service  areas  In 
which  the  percentge  of  elderly  people  Is  sig¬ 
nificantly  (more  than  33  percent)  higher 
than  the  national  average  may  be  planned  at 
a  level  higher  than  4.0  per  100  persons. 

2.  Seasonal  population  fluctuations:  Large 
seasonal  variations  In  hospital  utilization 
may  Justify  bed-population  ratios  higher 
than  4.0  per  1000  persons.  Bed-population 
ratios  should  refiect  the  Nation’s  vacation 
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and  recreation  patterns  as  well  as  the  needs 
of  migrant  workers. 

3.  Urban  areas:  Large  numbers  of  beds  in 
one  part  of  a  Standard  MetropollUan  Statis¬ 
tical  Area  (SMSA)  may  be  compensated  for 
by  fewer  beds  In  other  parts  of  the  SMSA. 
Health  service  areas  which  Include  a  part  of 
an  SMSA  may  plan  for  bed-population  ratios 
higher  than  4.0  per  1000  persons  refiectlng  ex¬ 
isting  patterns  If  there  Is  a  Joint  plan  among 
all  the  Health  Systems  Agencies  serving  the 
SMSA  which  provides  for  less  than  4.0  beds 
per  1000  persons  in  the  SMSA  as  a  whole. 

4.  Rural  areas:  Hospital  care  should  be  ac¬ 
cessible  to  most  individuals  within  a  rea¬ 
sonable  period  of  time.  In  rural  areas  in 
which  a  majority  of  the  residents  would 
otherwise  be  more  thap  45  minutes  automo¬ 
bile  travel  time  from  a  hospital,  a  bed-popu¬ 
lation  ratio  of  greater  than  4.0  per  1000  per¬ 
sons  may  be  Justified. 

5.  Area*  with  referral  ho^tals:  In  the  case 
of  an  institution  which  provides  a  substantial 
portion  of  its  services  to  individuals  not  re¬ 
siding  in  the  health  service  area  in  which 
the  institution  is  located,  the  HSA  for  that 
area  may  exclude  from  Its  computation  of 
bed-population  ratio  the  patient  load  that  i« 
from  outside  the  HSA. 

DISCUSSION 

There  is  general  agreement  that  the  num¬ 
ber  of  general  hospital  beds  In  the  United 
States  is  significantly  In  excess  of  what  is 
actually  needed.  This  excess  bed  capacity 
contributes  to  the  high  cost  of  hospital  care 
with  little  or  no  recognizable  health  benefits 
Empty  beds  are  often  filled  by  patients  who 
could  be  cared  for  as  well  or  better  using  less 
expensive  treatment  modalltle.s,  such  as 
ambulatory  care  or  home  care. 

In  1976,  the  Institute  of  Medicine  recom¬ 
mended  that  the  nation  should  achieve  at 
least  a  10  percent  reduction  in  the  bed  popu¬ 
lation  ratio  In  the  next  five  years  and  further 
significant  reductions  thereafter.  The  In.stl- 
tute  statement  noted;  This  would  mean  a 
reduction  from  the  current  national  average 
of  approximately  4.4  non -federal  short-term 
general  hospital  beds  per  1,000  population  to 
a  national  average  of  approximately  4.0  in 
five  years  and  well  below  that  In  the  years  to 
follow;  many  states  and  health  service  area.* 
should  be  below  the  national  4.0  average  at 
the  end  of  five  years. 

It  must  be  stressed  that  the  4.0  beds  per 
1000  population  standard  is  a  maximum 
level  and  not  a  description  of  an  Ideal  situa¬ 
tion.  It  Is  anticipated  that  In  subsequent 
plans  HSAs  will  be  required  to  Indicate  how 
they  will  reach  a  bed-population  ratio  of 
3.7  px^r  1000  population  except  under 
extraordinary  circumstances.  HSAs  whose 
areas  are  now  below  the  4.0  per  1000  level 
but  above  3.7  per  1000  are  urged  to  attempt 
to  decrease  bed-population  ratios  to  the 
lower  figure. 

n.  General  Hospitals — Occupancy  Rate 

GUIDELIMES 

There  should  be  an  average  annual  occu¬ 
pancy  rate  of  at  least  80  percent  for  all  non- 
Federal,  general  short-term  hospitals  in  a 
health  service  area,  except  under  extraordi¬ 
nary  circumstances.  Conditions  which  Jus¬ 
tify  an  exception  to  this  standard  for  a 
health  service  area  Include: 

1.  Seasonal  population  fluctuations:  In 
some  areas,  the  Infiux  of  people  for  vacation 
or  other  purposes  may  require  a  greater  sup¬ 
ply  of  hospital  beds  than  would  otherwise 
be  needed.  Large  seasonal  variations  In  hos¬ 
pital  utilization  which  can  be  predicted 
through  hospital  and  health  insurance  rec¬ 
ords  may  Justify  an  average  annual  occu¬ 
pancy  rate  of  lower  than  80  percent. 

2.  Rural  areas:  Lower  average  annual  oc- 
cupemey  rates  are  often  required  by  small 
hospitals  to  maintain  empty  beds  to  acoom- 
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motUte  normal  fluctuatlona  of  a<mlMtofiii 
In  rural  areas  with  sign  meant  nambani  of 
small  (fewer  than  4,000  afimtssloos  par  year) 
hospitals  an  areraga  oocupaney  rata  of  leas 
than  80  percent  may  be  juettOed. 

DISCUSSION 

There  Is  substantial  evidence  that  excess 
hospital  capacity  contributes  significantly  to 
high  hospital  costs.  Empty  hospital  beds  are 
expensive  to  staff  and  maintain.  Occupancy 
rates  currently  average  76  percent  nation¬ 
wide.  Major  hospital  capacity  studies  indicate 
that  an  average  hospital  occupancy  rate  of 
80  percent  Is  a  reasonable  national  goal. 
Higher  averages  have  been  advocated,  especi-' 
ally  for  medical -surgical  units.  In  1973,  the 
Hill-Burton  program  recommended  a  90  per¬ 
cent  average  for  medical -surgical  units. 

HSAs  whose  areas  currently  exceed  the 
proposed  80  percent  average  annual  occu¬ 
pancy  rate  should  attempt  to  Increase  occu- 
piuicy  rates  still  further.  It  must  be  stressed 
that  the  proposed  standards  are  minimal 
levels  and  not  a  description  of  an  Ideal. 

III.  Obstxtkicai.  Sbbvices 

GUIDELINXS 

A.  There  should  be  at  least  2000  deliveries 
annually  in  an  obstetrical  unit  located  In  an 
SMSA  with  a  population  of  100,000  or  more. 

There  should  be  at  least  500  deliveries  an¬ 
nually  In  any  obstetrical  unit  not  located  In 
an  SMSA  with  a  population  of  100, (XK)  or 
more. 

The  exception  to  this  standard  is:  In  tlie 
case  of  an  obstetrical  unit  serving  an  area 
in  which  travel  time  to  the  unit  exceeds 
45  minutes  under  normal  driving  condi¬ 
tions  for  10  percent  or  more  of  the  popula¬ 
tion.  a  lower  number  of  deliveries  in  an  ob¬ 
stetrical  unit  may  be  Justified. 

B.  There  should  be  an  average  annual 
occupancy  rate  of  at  least  75  percent  In  each 
obstetrical  unit. 

DISCUSSION 

In  view  of  declining  birth  rates  and  the 
mounting  underutilization  of  obstetrical 
beds,  obstetrical  standards  for  the  minimum 
number  of  deliveries  and  occupancy  rates  are 
designed  to  discourage  unnecessary  duplica¬ 
tion  and  Inappropriate  proliferation  of  serv¬ 
ices,  and  to  maintain  quality  of  care. 

The  experience  of  many  obstetrical  depart¬ 
ments  Indicates  that  more  than  2000  deliv¬ 
eries  are  generally  required  to  maintain  a 
consistently  high  standard  of  ordinary  ob¬ 
stetrical  care  and  a  reasonable  economic 
operation.  Thus,  at  least  2000  deliveries 
should  occur  annually  in  any  maternity  unit 
In  an  SMSA  with  a  population  of  over  100,(X>0. 
The  long-term  objective  for  very  densely 
populated  areas  should  be  consolidation  of 
maternity  services  to  achieve  3,0(X)-5,000  de¬ 
liveries  annually. 

In  keeping  with  the  national  priority  set 
forth  In  Section  1502  of  the  Public  Health 
Service  Act  for  the  consolidation  and  co¬ 
ordination  of  institutional  health  services, 
the  consolidation  of  multiple,  smtdl  obstetri¬ 
cal  units  with  low  occupancy  rates  should 
be  undertaken  where  such  action  Is  not  Im¬ 
peded  by  geographical  barriers. 

A  unit  that  serves  less  than  2000  deliveries 
per  year  is  needed  to  maintain  accessibility 
to  services  when  a  facility  Is  located  in  an 
area  with  a  population  of  low  density  or 
geographic  inaccessibility.  Facilities  not  lo¬ 
cated  in  SMSAs  of  over  100,000  population 
should  provide  at  least  500  deliveries  annu¬ 
ally.  According  to  the  American  College  of 
Obstetricians  and  Gynecologists,  services  of 
such  a  size  are  limited  but  adequate,  and 
can  provide  care  with  reasonable  efficiency. 
Below  600  deliveries,  the  quality  of  care  and 
efficiency  are  decreased  significantly. 


Travel  time  may  be  used  to  determine 
whether  obstetrloal  eervloea  would  be  made 
Inacoeaelble  to  certain  populations  If  the 
minimum  volume  standard  for  obstetrical 
units  were  to  be  applied.  A  travM  time  to 
obstetrical  servlcea  In  exoess  of  48  minntes 
under  normal  drtvtng  ccmdltlons  for  10  per¬ 
cent  or  more  of  the  population  provides  a 
basis  for  exception  to  the  600  minimum 
annual  deliveries  In  sparMly  populated  areas. 

IV.  Pediateic  Inpatiint  Snvicr.s — Numbck 
or  Beds 

crmixiNES 

There  should  be  a  minimum  of  20  beds  In 
a  pediatric  unit.  The  exception  to  this  stand¬ 
ard  Is :  In  the  case  at  a  pediatric  unit  serving 
an  area  in  which  travel  time  to  the  unit  ex¬ 
ceeds  30  minutes  under  normal  driving  con¬ 
ditions  for  10  percent  or  more  of  the  popula¬ 
tion,  a  smaller  size  pediatric  unit  may  be 
Justified. 

DISCUSSION 

A  pediatric  Inpatient  unit  is  a  specific  sec¬ 
tion,  ward,  wing,  or  unit  devoted  primarily 
to  the  care  of  medical  and  surgical  patients 
less  than  16  years  old.  not  including  Intensive 
care  for  Infants  less  than  29  days  old. 

A  pediatric  unit  should  have  a  minimum 
of  20  beds.  Tills  standard  Is  designed  to  In¬ 
sure  that  pediatric  units  are  of  an  efficient 
and  economical  size.  It  has  been  recom¬ 
mended  by  various  professional  organizations 
and  health  planning  agencies.  Consolidation 
of  pediatric  care  in  units  of  at  least  twenty 
beds  will  promote  the  concentration  of 
nursing  and  support  staff  with  special  pedi¬ 
atric  knowledge  and  skills,  the  Increased 
training  of  staff,  and  the  provision  of  special 
treatment  and  other  ancillary  facllitiee  which 
meet  the  ^ledal  needs  of  children.  The  re¬ 
cent  Repm’t  of  the  Committee  on  Implica¬ 
tions  of  Declining  Pediatric  Hospitalization 
Rates  of  the  National  Research  Council  states 
that,  “For  a  policy  of  housing  children  sepa¬ 
rately  to  be  effective,  certain  minimum  serv¬ 
ices  and  facilities  are  needed  thus  requiring 
bed  capacity  and  utilization  to  make  pro¬ 
visions  for  these  services  and  facilities  eco¬ 
nomically  feasible." 

The  30  minutes  travel  time  criterion  may 
be  used  to  Identify  thoee  locations  In  which 
consolidation  of  pediatric  units  may  not  pro¬ 
vide  for  appropriate  access.  Close  proximity 
to  pediatric  facilities  is  desirable  to  permit 
children  to  remain  close  to  their  homes  and 
to  allow  tar  frequent  visits  by  family  and 
friends.  Such  visits  are  highly  desirable  and 
have  been  found  to  be  an  aid  to  improve¬ 
ment  and  cure. 

V.  Pediatric  Inpatient  Services — 
Occupancy  Bates 

CUmEUNB 

Pediatric  units  should  maintain  average 
annual  occupancy  rates  related  to  the  num¬ 
ber  of  pediatric  beds  (exclusive  of  neonatal 
intensive  care  units)  in  the  facility.  For  a 
facility  with  20-39  pediatric  beds,  the  average 
annual  occupancy  rate  should  be  at  least  65 
percent;  for  a  facility  with  40-79  pediatric 
beds,  the  average  annual  occupancy  rate 
should  be  at  least  76  percent;  for  facilities 
with  80  or  more  pediatric  beds,  the  average 
annual  occupancy  rate  should  be  at  least  80 
percent. 

DISCUSSION 

Variable  occupancy  rates  are  designed  to 
refiect  the  need  for  smaller  units  to  main¬ 
tain  the  capacity  to  accommodate  nocpoal 
day-to-day  fiuctuatlons  In  admissions  and  to 
set  aside  pediatric  beds  for  particular  ages 
and  types  of  cases.  Such  scheduling  problems 
are  less  severe  in  pediatric  units  of  a  greater 
capacity.  Moreover,  large  units  are  able  to 


sustain  higher  occupancy  rates  because  they 
are  frequently  eeeocieted  with  regional  cen- 
teiB  which  serve  patients  needing  types  of 
care  that  can  he  scheduled  on  a  more  flexible 
beeia 

VI.  Neonatal  Intensive  Care  Units 
GUIOBLINES 

A.  The  total  number  of  neonatal  intensive 
care  beds  should  not  exceed  four  per  Um>u- 
sand  Itve  births  per  year  In  a  defined 
neonatal  service  area. 

B.  A  single  neonatal  intensive  care  unit 
should  contain  a  minimum  of  20  beds. 

DISCUSSION 

A  Neonatal  Intensive  Care  Unit  (NICU)  Is 
a  special  unit  staffed  and  equipped  solely  for 
the  intensive  care  of  newborns  who  are  less 
than  29  days  old.  The  term  "bed"  is  used  In 
a  generic  sense  and  Includes  Isolettas  or 
basinettes.  Neonatal  intensive  care  is  a 
highly  specialized  service  required  by  only  a 
very  small  percentage  of  Infants.  It  has  been 
estimated  that  four  neonatal  intensive  care 
beds  per  thousand  live  births  are  adequate  to 
meet  this  need,  taking  Into  account  the 
Incidence  of  high-risk  pregnances,  the  per¬ 
centage  of  live  births  requiring*  Intensive 
care  and  the  average  length  of  star  in 
neonatal  intensive  care  units. 

Since  the  minimum  number  of  isolettes 
will  serve  the  patient  load  resulting  from  a 
representative  population  cohort  for  approxi¬ 
mately  one  million,  perinatal  centers  will 
often  be  a  resource  of  two  or  more  HSAs. 
Thus,  a  defined  neonatal  service  area  should 
be  Identied  by  the  relevant  HSAs  In  con¬ 
junction  with  the  State  Agency. 

No  exception  to  this  standard  on  the  basis 
of  travel  time  to  the  service  is  proposed, 
smee  high  risk  mothers  often  give  birth  at 
facilities  which  have  an  NICU,  and  Infant 
transport  and  special  communication  sys¬ 
tems  are  available  In  situations  In  which 
transfer  of  the  Infant  to  a  different  facility 
Is  necessary. 

The  American  Academy  of  Pediatrics  has 
noted  that  “the  best  care  will  be  given  to 
high  risk  and  seriously  ill  neonates  if  inten- 
atve  care  units  are  developed  in  a  few  ade¬ 
quately  qualified  institutions  within  a  com¬ 
munity  rather  than  within  many  hospitals. 
Pn^rly  conducted,  early  transfer  of  these 
Infants  to  a  qualified  unit  provides  better 
care  than  do  attempts  to  maintain  them  in 
inadequate  units."  *  This  regionalized  ap¬ 
proach  Is  reflected  in  the  minimum  size 
standard  which  Is  designed  to  foster  the  lo¬ 
cation  of  neonatal  intensive  care  units  in 
medical  centers  which  have  available  special 
consultative  services,  staff,  equipment  and 
facilities;  and  enhance  the  quality  of  care. 
The  standard  is  also  designed  to  prmnote  ef¬ 
ficiency  of  operation,  which  has  been  found 
to  reqiiire  neonatal  intensive  care  units  con¬ 
taining  20  or  more  beds. 

VII.  Open  Heart  Surgery 
G  TTIDKXAllPfCS 

A.  There  should  be  a  minimum  of  200  pro¬ 
cedures  performed  annually  in  any  institu¬ 
tion  In  which  open  heart  surgwy  Is  per¬ 
formed. 

B.  There  should  be  no  new  open  heart 
units  opened  unless  each  existing  or  previ¬ 
ously  approved  unit  in  the  health  service 
area  (in’  areas)  to  be  served  is  operating  and 
is  expected  to  continue  to  operate  at  a  mlnl- 
mtun  of  350  open  heart  surgery  cases  per 
year. 


^American  Academy  of  Pediatrics,  Com¬ 
mit  on  Ho^ltal  Care,  Care  of  Children  in 
Hospitals,  2nd  Edition  ^Evanston,  lUliiols: 
Amnlcan  Academy  of  Pediatrics,  1971),  p. 
112. 
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DISCUSSION 

Open  heart  surgery  for  congenital  and 
acquired  hecu't  and  coronary  artery  disease 
represents  a  marked  advance  in  patient  care. 
Highly  specialized  open  heart  procedures  re¬ 
quire  very  costly,  highly  specialized  man¬ 
power  and  facility  resources.  Thus,  every  ef¬ 
fort  should  be  made  to  limit  duplication  and 
unnecessary  expenditures  for  resources 
related  to  the  i>erformance  of  open  heart 
procedures,  while  maintaining  high  quality 
of  care. 

Based  upon  recommendations  by  various 
proiesstonal  organizations  and  health  plan¬ 
ning  agencies,  a  minimum  of  200  open  heart 
surgery  procedures  should  be  performed  an¬ 
nually  to  maintain  quality  of  patient  care 
and  to  minimize  the  unnecessary  duplication 
of  health  resources.  In  order  to  prevent 
duplication  of  existing  resources  which  may 
not  be  fully  utllizM,  the  opening  of  new 
open  heart  surgery  units  should  be  con¬ 
tingent  upon  existing  units  operating,  and 
continuing  to  operate,  at  a  level  of  at  least 
3S0  procedures  per  year.  This  represents  the 
optimum  number  of  procedures  which  can 
be  performed  by  a  single  open  heart  surgery 
team  while  maintaining  a  high  quality  of 
care. 

Vin.  Cardiac  Catheterization 
Unit  Services 

CUIDEUNES 

A.  There  should  be  a  minimum  of  300  pro¬ 
cedures  (Intracardlac  and/or  coronary  artery 
catheterization)  performed  annually  In  any 
adult  cardiac  catheterization  unit. 

B.  There  should  be  a  minimum  of  160  car¬ 
diac  catheterizations  performed  annually  In 
any  pediatric  cardiac  catheterization  unit. 

C.  There  should  be  no  new  cardiac  cathe¬ 
terization  units  opened  In  any  facility  not 
performing  open  heart  surgery. 

D.  There  should  be  no  new  adult  cardiac 
catheterization  units  opened  unless  the  pro¬ 
jected  number  of  studies  per  year  is  greater 
than  600  based  on  the  current  number  of 
procedures,  existing  capacity,  estimated 
need  and  referral  patterns  In  the  health 
service  area(s)  to  be  served  and  as  deter¬ 
mined  by  the  Health  Systems  Agency  (les). 

DISCUSSION 

The  modern  cardiac  catheterization  unit 
requires  a  highly  skilled  staff  and  exi>enslve 
equipment.  While  some  units  with  excellent 
quality  and  safety  records  perform  fewer 
studies,  It  is  generally  recognized  that  a  min¬ 
imum  of  300  procedvires  per  year  Is  necessary 
to  maintain  the  skills  of  the  catheterization 
team  and  the  most  effective  and  safe  opera¬ 
tion  of  the  unit.  The  underutilized  unit  In 
addition  r^resents  a  leas  efficient  use  of 
an  expensive  resource  and  frequently  reflects 
unnecessary  duplication  of  services  In  an 
area. 

The  patient  studied  In  the  cardiac  cathe- 
t^lzatlon  unit  Is  frequently  recommended 
for  open  heart  surgery.  While  acceptable 
Inter-institutlonal  referral  patterns  exist  In 
many  areas,  optimally,  cardiac  catheteriza¬ 
tion  units  should  be  located  within  a  facility 
In  which  cardiac  surgery  is  performed.  Con¬ 
sequently,  new  cardiac  catheterization  \mlts 
should  only  be  opened  In  conjunction  with  an 


existing  or  simultaneously  opened  open  heart 
surgery  program. 

This  standard  Is  consistent  with  recom¬ 
mendations  of  several  health  planning  agen¬ 
cies,  the  Joint  C<»nmisslon  on  Accreditation 
of  Hospitals  and  the  Inter-Society  Commis¬ 
sion  on  Heart  Disease  Resources. 

IX.  Radiation  Therapy 

CUIDEXINES 

A.  A  megavoltage  radiation  therapy  unit 
should  serve  a  population  of  at  least  160,000 
persons  or  at  least  450  new  cancer  oases  per 
year. 

B.  There  should  be  no  new  megavoltage 
units  opened  unless  ecu;h  existing  or  approved 
megavoltage  unit  In  the  health  service 
area(s)  Is  performing  and  is  expected  to  con¬ 
tinue  to  perform  at  least  7.600  treatments 
per  year. 

DISCUSSION 

Although  various  types  of  radiation  are 
Indicated  and  used  for  tumors  with  different 
characteristics,  megavoltage  equipment  (2-60 
megavi^t)  Is  accepted  as  the  most  efficacious 
for  treatment  of  deep-seated  tumors.  Mega¬ 
voltage  equipment  Is  expensive  to  purchase. 
Install,  and  support  on  a  continuing  basis. 
Every  effort  should  thus  be  made  to  avoid 
unnecessary  duplication  of  this  costly 
resource. 

The  three  most  common  types  of  units 
which  are  used  to  deliver  megavoltage  thera¬ 
py  are  cobalt  60,  linear  accelerator,  and  Beta¬ 
trons.  Each  of  these  units  can  deliver  7,600 
treatments  per  year. 

Experience  indicates  that  two-thirds  of 
new  cancer  patients  will  require  megavolt¬ 
age  radiation  therapy,  and  each  beginning 
patient  will  require  approximately  25  treat¬ 
ments  per  year.  The  above  standards  are  de¬ 
signed  to  provide  the  needed  treatment 
capabilities  while  avoiding  unnecessary  du¬ 
plication  of  radiation  therapy  units  and  un¬ 
der-utilization  of  existing  ciqiaclty. 

X.  CoMPtn-ED  Tomographic  Scannkrs 

GUIDELINES 

^“A  Policy  Statement:  Computed  Tomo- 
ner  (head  and  body)  should  operate  at  a 
minimum  of  2,600  patient  procedures  per 
year. 

B.  There  should  be  no  CT  scanners  ap¬ 
proved  unless  each  existing  or  approved  CT 
scanner  In  the  service  area  is  performing  at 
a  rate  greater  than  4,000  patient  procedures 
per  year. 

C.  Charges  for  existing  or  proposed  CT 
scanner  are  to  be  calculated  on  the  basis  of 
2,600,  the  projected  or  actual  number  of 
patient  procedures  per  year,  whichever  is 
greater. 

D.  There  should  be  no  new  computed 
tomographic  (CT)  scanners  approved  unless 
the  owners  or  operators  of  the  proposed 
equipment  will  set  In  place,  with  operation 
of  the  equipment,  a  data  collection  system. 

DISCUSSION 

Because  CT  scanners  are  expensive  to  pur¬ 
chase,  to  maintain,  and  to  staff,  every  effort 
must  be  made  to  contain  costs  while  pro¬ 
viding  an  acceptable  level  of  service.  Full 
and  appropriate  utilization  of  existing  units 
will  prevent  needless  duplication  and  limit 
unnecessary  Increases  In  health  care  costs. 


Estimates  of  full  utilization  of  CT  scan¬ 
ners  range  from  1,800  to  4,000  patient  proce¬ 
dures  per  year.  Surveys  of  actual  usage  show 
a  slightly  wider  range.  The  Institute  of 
Medicine,  provider  organizations,  and  spe¬ 
cialists  who  have  carefully  reviewed  these 
data  and  analyzed  the  capabilities  of  various 
commercially  available  units  have  recom¬ 
mended  that  2,600  patient  procedures  per 
year  be  considered  as  the  minimal  acceptable 
number  for  adequate  utilization.  Prior  to 
opening  more  than  one  CT  Scanner  in  a 
service  area,  existing  clinical  units  should  be 
operating  at  a  maximum  level. 

A  summary  of  the  data  collected  on  CT 
scanners  should  be  submitted  by  the  owners 
or  operators  to  the  iqipropiiate  HSA,  to  en¬ 
able  the  Agency  to  adequately  plan  distribu¬ 
tion  and  use  of  CT  scanners  In  the  area.  The 
data  to  be  collected  should  Include  the 
following:  • 

Presenting  signs  and  symptoms  of  CT 
examinations. 

Demographic  characteristics  of  recipients 
of  CT  examinations. 

Rate  of  positive  diagnoses  of  different  dis¬ 
ease  conditions  by  CT. 

Place  of  CT  examinations  in  sequence  with 
other  diagnostic  procedtires. 

Sensitivity  and  specificity  of  CT  examina¬ 
tions  performed  In  different  parts  of  the 
body. 

XI.  End-Stage  Renal  Disea.se  (ESRD) 

GUIDELINK 

The  Health  Systems  Plans  established  by 
health  systems  agencies  should  be  consistent 
with  standards  and  procedures  contained  In 
the  DHEW  regulations  governing  conditions 
for  coverage  of  suppliers  of  end-stage  renal 
dlseasf  services,  20  CFR  Part  405,  Subpart  U 

discussion 

The  ESRD  Program  was  created  pursuant 
to  Section  2991  of  the  Social  Security 
.Amendments  of  1972  (Pub.  L.  92-603),  which 
extends  Medicare  benefits  to  any  individual 
who  has  end-stage  renal  disease  requiring 
dialysis  or  transplantation,  provided  that 
such  Individual:  (1)  Is  fully  or  currently  In¬ 
sured  or  entitled  to  monthly  benefits  under 
Title  II  of  the  Social  Security  Act;  or  (2)  Is 
the  spouse  or  dependent  child  of  an  individ¬ 
ual  so  Insured  or  entitled  to  such  monthly 
benefits.  In  order  for  an  ESRD  facility  to 
qualify  for  reimbursement  under  the  pro¬ 
gram,  the  facility  must  meet  the  conditions 
for  coverage  of  suppliers  of  end-stage  renal 
disease  services  as  established  by  regulation. 
These  conditions  Incorporate  standardi- 
whlch  relate  to  the  supply,  distribution,  and 
organization  of  ESRD  faciUties.  The  stand¬ 
ards  were  developed  by  the  Department  of 
Health,  Eklucatlon,  and  Welfare  and  were 
based  on  extensive  consultation  with  profes¬ 
sionals  and  other  persons  knowledgeable  In 
the  areas  of  nephrology  and  transplant  sur¬ 
gery.  Because  these  standards  are  already- 
published  as  regulations.  It  was  not  deemed 
necessary  to  republish  them  here. 
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